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EXECUTIVE SUMMARY 
In 2006 a regional survey was carried out by the Department of Health, Social Services and Public Safety (DHSSPS) to assess the provision of routine antenatal ultrasound services provided by the maternity units in Northern Ireland.  

Aim of Survey

The aim of the DHSSPS survey was to map the current service provision of routine antenatal ultrasound screening offered by the maternity units across Northern Ireland.

Terms of reference

· To describe the current provision of routine obstetric ultrasound scanning within Northern Ireland

· To assess current standards of provision

· To assess what information is provided for women

· To assess clinical monitoring arrangements

· To assess level of qualifications/training of service providers

· To highlight any service gaps or deficiencies.

Introduction

1. In 2002 in England and 2004 in Wales, obstetric ultrasound surveys were undertaken with the aim of mapping current routine antenatal ultrasound provision across both countries.  The reports of these surveys were published in 2005 and 2006 respectively.

2. At the Northern Ireland Special Advisory Committee of Obstetrics and Gynaecology (SAC O&G) in February 2006 it was agreed to undertake a similar ultrasound survey in Northern Ireland.  This baseline survey is very relevant in light of the work of the National Screening Committee (NSC) and the publication in 2008 of their draft standards for the Fetal Anomaly Screening Programme (FASP).

Survey Questionnaire

3. A detailed regional questionnaire was developed with input from two obstetricians (nominated by the SAC O&G), obstetric radiographers/sonographers and midwives. The questionnaire was sent to nominated clinical leads in all ten maternity units in Northern Ireland for completion.  The questionnaire covered a wide range of issues including current protocols, policies, capacity, and supporting infrastructure for the service.   
4. It is recognised that ultrasound scanning is carried out in units whenever clinically indicated but it was not the purpose of the survey to consider the provision of such which can take place in a variety of settings and at any time of care.

5. The recommendations from the findings are directed towards the routine dating scan in the first trimester and the routine fetal anomaly scan in the second trimester.

Findings on routine obstetric ultrasound services

6. Nine of the ten maternity units took part in the survey.

7. All pregnant women attending the nine maternity units which participated in the survey are offered at least two routine ultrasound scans (USS) – one at booking and one in the 2nd trimester for fetal anomaly screening.  In addition to this the majority of women are offered scans routinely in the 3rd trimester though the timing and number of these vary from unit to unit.  

8. Six of the units had a lead clinician for antenatal USS services and eight units had an agreed USS policy, five of which had based it on the Royal College of Obstetricians and Gynaecologists (RCOG) 2000 recommendations for two-stage USS.  Three units regularly reviewed this policy. The performance management of USS varied with one unit having a regular multi professional audit for the overall results of all screening for fetal anomalies.  No unit produced an annual report on their USS fetal anomaly screening programme or had an USS monitoring or performance management group. There was some evidence of team working with four units holding multi professional interdepartmental meetings with the obstetric and radiography/sonography staff.  Two of these units included midwives, one of which also included paediatric staff.   

9. The findings of the survey demonstrated consistencies across units with regard to provision of the fetal anomaly scan and the menu used.

10. All units included soft markers in the 2nd trimester scan.  There was however, variation in the cut off measurements used for normal limits, the reporting of soft markers and if women were informed of the presence of soft markers. There was some inconsistency around the USS management of twins.

11. No unit monitored their ‘false positive’ or ‘false negative’ rates.  Six units provided estimates of their detection rates for neural tube defects and severe anomalies, five units for cardiac, four units for aneuploidy, and two units for renal anomalies.
12. In eight units women were provided with written information about the routine fetal anomaly USS beforehand.  The information provided ranged from the RCOG recommended patient information on ultrasound scan (one unit) to a brief paragraph stating the scan was to check if the baby was developing normally.  Three of the units provided women with information when an anomaly was suspected or diagnosed.  The information was limited to some severe anomalies; heart defects; echogenic bowel; and cleft lip and palate.  No information, general or otherwise, was available in other languages or formats.

13. Consent to fetal anomaly scan was written in three units and verbal in six units which one unit recorded.  

Recommendations

14. Policy and Management

· All Trusts should have an agreed policy for the provision of routine ultrasound scans including the dating and fetal anomaly scan.  The policy should reflect accepted national standards and guidelines.
· All Trusts should have a protocol for the follow up and support of women with a suspected or detected anomaly including in house and tertiary centre referral with time limits stated for each.

· The ultrasound policy should be the subject of regular review within the Trust. 

· All Trusts should have an identified clinical lead for the obstetric ultrasound services and clear accountability for management of the service.

· All Trusts should have a monitoring and performance management group for USS.  This group should be multidisciplinary.                                                                                                                                                                                                                                                                                                                                                                     
· Trusts should produce an annual performance report on their routine obstetric USS service. 

15. Information and Consent
· All women should be given clear written information about the nature and purpose of the routine anomaly scan in accordance with regional and national guidelines and recommendations. It should also be clear that having a scan is the woman’s choice. Trusts should consider the use of the NSC’s patient information leaflet on the fetal anomaly scan. 
· Where possible information should be supplied in other languages and formats appropriate for the population covered.
· Women should be informed of the local detection rates for the common conditions looked for on the routine fetal anomaly scan.

· Written information on the anomaly diagnosed and details of where further information can be accessed should, where possible, be provided for women with a diagnosed anomaly.
· The woman’s consent to having a fetal anomaly scan should be documented in her notes.

17 
Audit and monitoring
· All Trusts should keep a written report of the fetal anomaly report together with any hard copy images, computer stored images and/or video recordings which may accompany it and these must be stored for 25 years. 

· Trusts should keep an accurate account of the number of routine scans being offered and performed for the screening programme.

· There should be adequate data collection to allow for auditing of the service, including detection rates, false positive and false negative results, and to allow for performance and risk management on, at least, an annual basis.

· The consent process should be subject to regular audit.  

· All Trusts should monitor their false positive and negative rates in accordance with the RCOG’s recommendation for incident reporting of undiagnosed fetal anomaly. 
18. Education and training
· All professionals performing routine obstetric USS should be appropriately trained.

· All staff performing USS should have access to professional development and training that is properly supported within their Trust. 
· Training and updating should be offered to the multidisciplinary team in a way that ensures the best use of scarce resources as well as ensuring women and their partners always receive contemporaneous information about the fetal anomaly scan.

19. Machines and specifications
· The RCOG Working Party on Ultrasound Screening for Fetal Abnormalities (2000) states that machines used to perform a fetal structural survey demands the use of modern equipment (not more than 5  years old) of modest sophistication.  The scanner must be capable of performing the necessary measurements and should provide good image quality.  As always, regards for safety in the use of ultrasound is paramount and minimum output should be used in accordance with the ALARA principle: as low as reasonably attainable.

· Equipment performance should be regularly monitored including regular calibration for Quality Assurance purposes.  All machines should have a servicing contract.

20.
 Scans
· All women should be offered a dating scan and an anomaly scan in accordance with the NICE Antenatal Care Guidelines (2008). 
· All women should be offered a fetal anomaly scan between 18 weeks and 0 days and 20 weeks and 6 days gestation in keeping with the NICE Antenatal Care guidelines and NSC policy on fetal anomaly screening. 
· Units should aim to perform USS for multiple pregnancies in accordance with the RCOG ‘Consensus Views arising from the 50th study group: multiple pregnancy’. 2006.
UK National Screening Committee Fetal Anomaly Screening Programme (FASP)

21. The NSC has set up a FASP steering group and a number of subgroups including a standards setting group, education and training group, patient information group, audit group, Quality Assurance (QA) group, and machine specification group.  The NSC has just published its draft standards and menu for fetal anomaly screening for wider consultation.  The FASP patient information leaflet was published in 2007.

1. Introduction
In 2006 a regional survey was undertaken by the Department of Health, Social Services and Public Safety (DHSSPS) to assess the provision of antenatal ultrasound services provided by the maternity units in Northern Ireland.  

Ultrasound screening for fetal anomalies has become an integral part of antenatal care.  The recommendation and offer of a dating and fetal anomaly ultrasound scan (USS) during pregnancy is recommended by the UK National Screening Committee (NSC) and NICE Antenatal Care Guidelines (2003, updated 2008)1.

Health Service statistics do not document the use of antenatal ultrasound and therefore current practice can only be estimated through information provided by surveys and clinical audit.  All women are now offered at least one antenatal ultrasound scan2, 3   although there is evidence to suggest that its application is very variable4, 5.
In 1997 the Royal College of Obstetricians and Gynaecologists (RCOG) produced a report which supported the routine offer of an anomaly scan at 18-20 weeks gestation and a dating/booking scan earlier in the pregnancy 6.   A supplement to this report was produced in 2000 containing recommendations for the routine use of ultrasound in pregnancy and setting out minimum standards for both of the scans7.

In 2002 in England and 2004 in Wales, obstetric ultrasound surveys were undertaken with the aim of mapping current antenatal ultrasound provision across both countries.  The report of the English survey was published in 2005 4 and the Welsh survey in 20068.  At the Special Advisory Committee of Obstetrics and Gynaecology (SAC O&G) in February 2006 it was agreed to undertake an ultrasound survey in Northern Ireland.

2.
Aim
The aim of the DHSSPS survey was to map the current service provision of antenatal ultrasound screening offered by the maternity units across Northern Ireland.  

Terms of reference

· To describe the current provision of routine obstetric Ultrasound scanning within Northern Ireland

· To assess current standards of provision

· To assess what information is provided for women

· To assess clinical monitoring arrangements

· To assess level of qualifications/training of service providers

· To highlight any service gaps or deficiencies.

This baseline assessment is very relevant in light of the work of the NSC and the publication in 2008 of their draft standards for the Fetal Anomaly Screening Programme (FASP).

3.
 Method
A detailed questionnaire, based on the England 20024 and Wales 20048 USS survey questionnaires, was developed with input from two obstetricians (nominated by the SAC O&G), obstetric radiographers/sonographers and midwives. The questionnaire was sent to nominated clinical leads in all ten maternity units in Northern Ireland for completion.  The questionnaire covered a wide range of issues including current protocols, policies, capacity, and supporting infrastructure for the service (Appendix 1).  

The survey was undertaken between July and December 2006.  It was divided into ten sections:

1. Policy, protocols and standards

2. Fetal measurements 

3. 1st trimester scans

4. 2nd trimester scans

5. 3rd trimester scans

6. Information and documentation

7. Management arrangements

8. Education and training

9. Audit and monitoring

10. Comments.

The Clinical Director in each of the Maternity Units was contacted and asked to identify a lead clinician for obstetric ultrasound (Appendix 2).  Questionnaires were then sent to those leads, who were asked to organise their completion in collaboration with obstetric, radiography and midwifery staff.

Ten maternity units were invited to participate in the survey.  Downpatrick and Mid-Ulster units were included in the survey as part of the Lagan Valley and Antrim units respectively.   Nine units responded though not all questions were answered by all of the participating units (Table 1).

Table1.  Maternity Units invited to take part in Ultrasound Survey

	Altnagelvin Maternity Unit

	Causeway Maternity Unit                                                    did not respond

	Craigavon Maternity Unit

	Daisy Hill Maternity Unit

	Erne Hospital Maternity Unit

	Lagan Valley Maternity Unit

	Mater Maternity Unit

	Royal Jubilee Maternity Unit

	Ulster Hospitals Maternity Unit

	Antrim Maternity Unit


For the purpose of this survey the following timings have been applied:

· First trimester


The first fourteen completed weeks of pregnancy

· Second trimester

From 14+1 weeks to 24 weeks of pregnancy

· Third trimester


From 24+1 weeks to end of pregnancy.

4.
Findings  
The questionnaire was completed by nominated lead obstetricians in all nine units, in collaboration with both radiography/sonography staff and midwifery staff in three of the units; and the radiography/sonography staff in a further five units.  One questionnaire was completed by an obstetrician only.

Data collected was collated using Excel spreadsheets and analysed with the assistance of the DHSSPS Hospital Information Branch.

The findings of the survey are presented under the topics in which the questions were asked.  All figures are based on the nine units who took part in the survey.

4.1
Policy, Protocols and Standards
· Six of the nine units had a lead clinician for antenatal ultrasound services and eight of the units had an agreed policy on ultrasound scans (USS).  Five of these units based their policy on the RCOG 20007 recommendations for two-stage ultrasound.  
· The USS policy covered scans performed by obstetricians in five of the units and midwives in three of the units.  The radiographers/sonographers were covered in all units either by the agreed USS policy or by a separate policy.

· Two units had a written Trust policy stating which professionals were authorised to scan – one of which only stated radiographers.

· There was variation in how frequently the policy was reviewed with three units reviewing yearly, one reviewing once in six years, one infrequently, one unsure and two units not answering this question (Figure 1).



Figure 1 Policy review


[image: image1]
· Figure 2 shows if the policies covered which women should be scanned, when they should be scanned, what structures should be looked for and what action to be taken in the event of an abnormal finding.   One unit did not have a policy.


Figure 2 Contents of policy

[image: image2]
Recommendations

· All Trusts should have an identified clinical lead for the ultrasound services and clear accountability for management of the service.

· All Trusts should have an agreed policy for the provision of routine ultrasound scans including the dating and fetal anomaly scan.  The policy should reflect accepted national standards and guidelines.
· All Trusts should have a protocol for the follow up and support of women with a suspected or detected anomaly including in house and tertiary centre referral with time limits stated for each.

· The ultrasound policy should be the subject of regular review within the Trust.
Data
· No unit was able to provide actual data on the total number of routine antenatal USS carried out in their unit.  Two units could provide figures for first trimester scans and three units for second trimester scans.  No unit was able to provide actual data on the number of third trimester scans.  

· Estimates of the numbers of scans were provided by six units for first, second and third trimester scans.  One unit estimated that they performed 6700 third trimester scans for ‘no particular indication’.

· The majority of scans in the first and third trimesters are performed by the medical staff while the radiographers/sonographers perform the majority of second trimester scans.  Midwives are more likely to scan in the first and third trimesters.

Recommendations 

· Trusts should keep an accurate account of the number of routine scans being offered and performed for the screening programme.
4.2
Fetal measurements
This section aimed to scope the consistency in practice between units.

· All nine units measured the crown rump length in the first trimester and the bi-parietal diameter in the second and third trimesters. In addition all nine units measured femur length in the second trimester and abdominal circumference in the third trimester.

· Eight units measured the bi-parietal diameter using the outer to inner edge and one unit measured using outer to outer edge.  All units had the ellipse facility.

· Of the six units who provided the information there was a wide variation of measurement charts and machine programmes used when measuring crown rump lengths. 
4.3 
1st Trimester Scans
This section aimed to map the provision of first trimester booking scans.

· Eight units provided routine first trimester scans with six units performing them after the booking history.  All community bookings were done prior to the booking scan.

· One unit did not provide routine first trimester scans but rather referred women to the early pregnancy problem clinic when necessary.  Their booking scans were performed at 15 to 16 weeks gestation.

· The majority of booking scans were performed between 12 and 15 weeks gestation.  One unit performed them only at 15 to 16 weeks gestation as stated in the previous point. 
· All units carried out the booking scan for gestational age, viability and fetal number though one unit did not offer it to all women.

· Nuchal translucency was not part of the booking scan in eight units – one unit did not answer this question.

· All units provided abdominal and trans-vaginal scans

Recommendations 

All women should be offered a dating scan in accordance with the NICE Antenatal Care Guidelines (2008).
4.4
2nd Trimester scans 
This section aimed to map the provision of second trimester scans.

· All units offered second trimester fetal anomaly scans to all women.

· All units had a checklist/pro forma for the second trimester fetal anomaly scan.

· There was variation in when the fetal anomaly scan was performed. The mean gestation for fetal anomaly scans was 22 weeks.  No unit performed it before 20 weeks gestation and three units performed it after 22 weeks gestation, one of which performed it up to 24 weeks gestation.

· All nine units recorded the results in the woman’s notes and in addition seven units kept a manual or computer hospital record.

· There was a high level of consistency around the structures examined at the 2nd trimester scan.  Areas that were not examined by all units were the face and lips, profile, nasal bone, orbits, the cardiac outflow tracts and five view of the heart from the abdominal situs (Table 2).
Table 2. Fetal anomaly scan menu.
	Structures that are routinely scanned for in the Second trimester and the number of units that scan for them
	No. of trusts

	head shape and internal structures
	9

	cavum pellucidum
	9

	Cerebellum
	9

	cisterna magna
	8

	ventricular size at atrium
	8

	spine – transverse / coronal / longitudinal
	9

	abdominal shape and content at level of stomach
	9

	abdominal shape and content at level of kidneys and umbilicus
cord insertion
	9

	renal pelvis
bladder
	9

	longitudinal axis: abdominal-thoracic appearance
diaphragm
	9

	thorax at level of 4 chamber cardiac view
	9

	arms: 3 bones and hand (not counting fingers)
	9

	legs: 3 bones and foot (not counting toes)
	9

	cardiac outflow tracts  
	4

	5 view of heart from abdominal situs
	1

	face and lips
	4

	nasal bone
	1

	placental site
	9

	liquor volume
	3

	expected date of confinement
	1

	Orbits
	3

	Profile
	6


· Eight units had a policy for the follow up of a suspected or diagnosed abnormality.

· All units were asked to explain their process when an abnormality was suspected or diagnosed.  In all nine units the consultants are contacted at the time of scanning to discuss the findings with the woman.

· In only four units does the policy give a time limit for in-house referral.  Three units have guidance for the length of time it should take for a referral to another unit following an abnormal result, five do not.  The length of time for both types of referral varied from immediately to one week.

Recommendations 
· All women should be offered a fetal anomaly scan between 18 weeks and 0 days and 20 weeks and 6 days gestation in keeping with the NICE Antenatal Care guideline and UKNSC 2006 policy on fetal anomaly screening.

· All units should keep a written report of the fetal anomaly report together with any hard copy images, computer stored images and/or video recordings which may accompany it and these must be stored for 25 years. 

· All units should have a protocol for the follow up and support of women with a suspected or detected anomaly including in house and tertiary centre referral with time limits stated for each.

Renal dilatation 

· There was variation of the definition of upper normal renal dilatation with six units stating 5mm and three units 10mm.

· Six units had a written policy for the follow up of dilated renal pelvis.  The policy covered post-delivery in all six units and pre-delivery in five units.

Soft markers

· All units examined for soft markers though not all units provided information on soft marker definitions.  There was variation between units on which soft markers were included in the woman’s formal report and also the definition criteria for each marker (Table 3).


Table 3.  Soft markers included in the formal report and criteria used.
	Sonographic marker of aneuploidy
	YES
units
	NO
units
	DEFINITION CRITERIA for soft marker 

Answers given

	Choroid plexus cyst
	9
	0
	 >10mm in 2 units  >5mm in 1 unit

	Ventriculomegaly
	9
	0
	 >10mm in 3 units ;  > 0.5 of bpd in 1 unit

	Echogenic bowel
	9
	0
	 = bone in 1 unit

	Head shape
	7
	2
	 By experience in 1 unit

	Nuchal fold
	2
	6
	 >6mm in 1 unit; only on request in 1 unit

	Cisterna magna
	7
	2
	 >10mm in 1 unit; size and shape in 1 unit

	Echogenic foci in heart
	6
	3
	 

	Dilated renal pelvis
	9
	0
	 >5mm in 6 units; >10mm in 3 units

	Short femur
	8
	1
	 > 2wks behind bpd in 1 unit

	Short humerus
	5
	4
	 

	Sandal gap
	1
	8
	 

	Clinodactyly
	2
	7
	 

	Clenched hand
	3
	6
	 

	Two-vessel cord
	6
	3
	 

	Cleft lip
	5
	4
	 


· All units also reported on single markers but only five referred women for further follow up.  Comments made were: ‘consultant aware’; and ‘I would suggest only referral if >2 markers’; and ‘if found obstetrician consulted’.

· There was variation around which markers women were informed of including echogenic bowel, nuchal fold, dilated renal pelvis and cleft lip (Table 4). 

Table 4. Soft markers women were informed about.
	Sonographic marker of aneuploidy
	informed
	Not informed

	Choroid plexus cyst
	5
	4

	Ventriculomegaly
	5
	4

	Echogenic bowel
	8
	1

	Head shape
	4
	5

	Nuchal fold
	4
	5

	Cisterna magna
	3
	6

	Echogenic foci in heart
	6
	3

	Dilated renal pelvis
	8
	1

	Short femur
	5
	4

	Short humerus
	2
	7

	Sandal gap
	0
	9

	Clinodactyly
	3
	6

	Clenched hand
	3
	6

	Two-vessel cord
	3
	6

	Cleft lip
	4
	5


Alpha-fetoprotein (AFP) Levels

This part aimed to map the action units took when a woman had a raised AFP level.

· Units were asked about screening for AFP levels.  In eight units women with a raised AFP were referred on to fetal medicine and had detailed scanning.  One unit only noted the finding for the sonographer when performing the routine anomaly scan.

· In four units the raised AFP level was also noted for the sonographer performing the routine anomaly scan.  One unit said the question wasn’t applicable as all women with a raised AFP level were referred to the ‘Royal Jubilee Maternity Hospital’ and two units stated the sonographer would check the notes or be informed by the woman herself.  

Twin Pregnancies

This part aimed to map the service in relation to twin pregnancies.  Overall there was no set policy or uniformity of approach with some units being more proactive in management than others.

· There were marked differences in the upper and lower gestational limits for accessing chorionicity in twin pregnancies ranging from 12 to 22 weeks for upper and 6 to 12 weeks for lower. Five units did not answer this question.

· There were varied answers given when there was uncertainty about the chorionicity varying from no action, rescan, treat as monochorionic to referral to fetal medicine.  One unit had regular uncertainty due to late booking scans.

· All nine units stated they offered serial scanning for monochorionic twins and eight units for dichorionic twins although not all units had a policy for serial scanning.

· Serial scanning of twins varied between units for both monochorionic twins (Table 5) and dichorionic twins (Table 6).


Table 5.  Serial scanning by units for monochorionic twins

	Monochorionic

	unit
	a
	b
	c
	d
	E
	f
	g
	h
	i

	From what gestation?
	From Diag
	No policy
	18 weeks
	From Diag
	26 weeks
	12-24 wks 3wkly,

>24wks2wkly
	24 weeks
	No policy
	20 weeks

	How frequently?
	2 wkly
	No policy
	2 wkly
	2wkly
	2wkly
	12-24 wks 3wkly,

>24wks2wkly
	2 wkly
	No policy
	4 wkly



Table 6.  Serial scanning by units for dichorionic twins

	Dichorionic

	unit
	a
	b
	c
	d
	e
	f
	g
	h
	i

	From what gestation?
	Diag
	No policy
	24 weeks
	Diag
	20 weeks
	>24 weeks
	24 weeks
	No policy
	No policy

	How frequently?
	4 wkly
	No policy
	2 wkly
	4 wkly
	2 wkly
	4 wkly
	2 wkly
	No policy
	No policy


Recommendations 

· Units should aim to perform USS for multiple pregnancies in accordance with the RCOG ‘Consensus Views arising from the 50th study group: Multiple Pregnancy 20069.
4.5
3rd Trimester Scans 
This section aimed to map the provision of 3rd trimester scans.

· Seven units routinely offered third trimester scans with two of the seven units having a written protocol for when to perform them.  Scans were offered to all women in three of those units and another unit said not to all but to 90+%.

· Table 7 summarises when routine 3rd trimester scans were offered.

Table 7.  Gestation at which routine 3rd trimester scans were performed
	Gestation

	UNIT
	28
	29
	32
	34
	35
	41
	T
	CI*

	a
	
	X
	
	
	X
	
	X
	X

	b
	
	
	
	X
	
	X
	
	

	c
	X
	
	
	X
	
	
	
	

	d
	
	
	
	
	
	
	
	X

	e
	
	
	
	X
	
	
	
	X

	f
	
	
	
	X
	
	
	
	

	g
	
	
	X
	
	
	
	
	

	h+
	
	
	
	
	
	
	
	

	i
	
	
	
	
	X
	X
	
	


*Clinically Indicated              +referred as part of routine antenatal care by some but not all clinicians
· One unit stated they performed ‘>6700 scans in the third trimester for no particular indication’.

Fetal charts and fetal weight estimation
· A range of fetal growth charts were used in units.  Some units did not know the origin of the chart used and some units used the USS machine chart but did not identify them (Table 8).

Table 8.  Origin of fetal growth charts and number of units using them.

	Fetal size chart
	HADLOCK
	SHEPHARD
	ROBINSON
	MACHINE
	DON’T KNOW
	NO

ANS

	CRL
	3
	1
	1
	1
	2
	1

	BPD
	7
	
	
	
	2
	

	HC
	4
	
	
	1
	2
	2

	AC*
	3+
	1+
	
	1
	2
	1

	FL
	5
	
	
	1
	2
	1


*one unit used Deter





CRL  
crown rump length
+one unit used Hadlock or Shephard



BPD   
bi-parietal diameter








HC     
head circumference









AC 
abdominal circumference









FL 
femur length

· No unit used a different chart for multiple pregnancies and only one unit used a different chart for ethnic minorities which was a customised growth chart from the web for ethnic groups.

· When estimating fetal weight six units used BPD and AC with two units also including FL.  One unit used the HC and AC and one unit used AC only.  One unit did not answer this question.

· Three units could give the source of the normogram used when estimating fetal weight, one of which was the computer.  One unit used paediatric growth charts which it recognised as having ‘quite different centiles’ to fetal charts.  One unit said they had stopped the routine practice of estimating fetal growth due to a large number of errors.  Two units did not answer this question.

Placenta site
· All units assessed placental site at the second trimester scan.
· For a low lying placenta eight units rescanned though this varied from 28 to 34 weeks gestation.  One unit rescanned only if the placenta covered the cervical os.
· Vaginal USS for placental location was used if clinically significant, in six units.
4.6
Information and Documentation

This section aimed to map what information women received about the routine fetal anomaly USS in order to make an informed decision about having the USS.  The documentation around gaining women’s consent was also included.

· In eight units women were provided with written information about the routine fetal anomaly USS beforehand.

· The information provided ranged from using the RCOG recommended patient information 7 on ultrasound scan (1unit) to a brief paragraph stating the scan was to check if the baby was developing normally.

· The information was not provided in other languages or formats in any unit.

· Three of the units provided women with written information when an anomaly was suspected or diagnosed.  The information was limited to some specific anomalies; heart defects; and cleft lip and palate.  None of it was available in other languages or formats.

· Consent for USS was verbal in six units, and written in three units.

· One unit recorded the verbal consent for USS in the notes.  

· Three units informed women of the sex of their baby on request another unit said not routinely.

· Four units had a policy for disclosing the sex of the baby, two of whom said they did not disclose and two said disclosure was on request.

Recommendations
· All women should be given clear written information about the nature and purpose of the routine fetal anomaly scan in accordance with regional and national guidelines and recommendations. 7,10,11.  It should also be clear that having a scan is the woman’s choice.  Units should consider the use of the NSC’s patient information leaflet on the fetal anomaly scan12.
· Where possible information about the fetal anomaly scan should be supplied in other languages and formats appropriate to the population covered.
· Women should be informed of the local detection rates for the common conditions looked for on the routine fetal anomaly scan.
· Written information on the anomaly diagnosed and details of where further information can be accessed should, where possible, be provided for women with a diagnosed anomaly.

· The woman’s consent to having a fetal anomaly scan should be documented in her notes.  
· The consent process should be subject to regular audit.

4.7
Management arrangements and staff qualifications

This section aimed to map the management arrangements around the USS service within the units and the qualifications held by staff performing USS.

· Four units had a separate USS department.

· Overall responsibility lay with the USS lead consultant in four units, jointly with the lead consultant and lead radiographer in three units and radiographer in one unit.  One unit did not answer this question.

· Five units had at least one consultant obstetrician with the RCOG/RCR Diploma in Obstetric Ultrasound (diploma) and three had at least one Specialist Registrar with the diploma.  One unit had a GP with the diploma and one unit had a consultant with the RCOG subspecialist training in fetal medicine. Figure 3.


Figure 3.  Staff holding the RCOG/RCR Diploma in obstetric Ultrasound
       
[image: image3]


* GP with RCOG/RCR Diploma in Obstetric Ultrasound


  Consultant with RCOG sub-specialist training in fetal medicine
· Only one unit had dedicated clerical support for obstetric USS though the amount of hours was unknown.

· Two units had vacancies for sonographers – one whole time equivalent and one 0.5 whole time equivalent.

· The number of midwives holding the USS stand alone module ranged from one unit having twenty midwives to one unit having none.  One unit did not know how many midwives held the module, one unit had twelve midwives but only three performing USS whilst one unit did not answer this question.

· Not all radiographers/sonographers had CASE (Consortium for the Accreditation of Sonographic Education) approved qualifications however those that didn’t had the Postgraduate Diploma in Medical Science – Ultrasound option.

4.8
Education and training
This section aimed to assess the level of education around USS and the provision of training within the units.
· One unit provided approved Consortium for the Accreditation of Sonographic Education (CASE) training which covered General, Abdominal, Vascular and Obstetrics.

· Two units provided the RCOG/RCR Advanced Certificate of USS Training (the Diploma).

· One unit had a preceptor for Specials Skills Modular training in fetal medicine.

· Seven units offered the postgraduate training in medical ultrasound (or equivalent) to sonographers.  The majority offered it for one or two sonographers at a time.  One unit did not offer it and a further unit did not answer this question.

· Five of the nine units had a CPD programme in obstetric ultrasound for sonographers and a further unit provided it for trainee sonographers only.  No unit had a CPD programme in obstetric ultrasound for medical staff.  

· All nine units had mandatory training/updates for sonographers before scanning could be performed.  Five units had the same for medical staff.

· The frequency of the training/updates varied between units with answers ranging from ongoing and two to three times yearly to ad hoc and as available.  One unit did not know and one unit did not answer.  Six units kept a record of which staff attended.  Staff in four units had difficulty accessing any training.
Recommendations 

· All professionals performing routine obstetric USS should hold an appropriate qualification.
· All staff performing USS should have access to professional development and training that is properly supported by their Trust. 
· Training and updating should be offered to the multidisciplinary team in a way that    ensures the best use of scarce resources as well as ensuring women and their partners always receive contemporaneous information about the fetal anomaly scan.
Team Working 

· Four units had multi professional interdepartmental meetings which one held monthly, one six monthly and a third held yearly.  Two of these units included midwives and one included paediatric staff.  Three of the four units kept the minutes of the meetings.
4.9
Machines and facilities
This section aimed to assess the ultrasound facilities and machines that units provided.

· Six of the nine units had a private room for counselling women who received an abnormal scan result.

· Units were asked to provide the details of the ultrasound machines used within the obstetric ultrasound service.  Eight units provided data on the age of machines used.  50% of machines were more than 7 years old with two units using a machine purchased in the 1980s, one of which had no maintenance contract.  

· Of the machines used specifically for the fetal anomaly scan only three were less than five years old, three were seven years old and the remaining four were more than seven years old.  One unit did not provide the data on date of purchase of any machine.

· Seven units stated they had a maintenance contract for their machines while two units did not answer this part.  Five units stated there was no regular calibration programme for their machines, two units said there was and two units did not answer this question.

Recommendations 

· The RCOG Working Party on Ultrasound Screening for Fetal Abnormalities (2000)6 states that machines used to perform a fetal structural survey demands the use of modern equipment (not more than 5  years old) of modest sophistication.  The scanner must be capable of performing the necessary measurements and should provide good image quality.  As always, regards for safety in the use of ultrasound is paramount and minimum output should be used in accordance with the ALARA principle: as low as reasonably attainable.

· Equipment performance should be regularly monitored for quality assurance performance including regular calibration.  All machines should have a servicing contract.

4.10
 Audit and monitoring

This section aimed to map the performance management arrangements units had for monitoring their routine USS services.

· No unit provided an annual report nor did any unit have an USS monitoring or performance group. 

· When asked how routine fetal anomaly USS screening services were monitored one unit stated they performed a rolling audit of the detection rates of anomalies in the 2nd trimester scan.  Two units did not monitor, one unit carried out random or occasional audit, the radiographers/sonographers audited their work in one unit and one unit relied on verbal feed back.  Three units did not answer this question.   

· Four units stated they monitored their detection rates for main anomalies. No unit was able to provide any data on their detection rate though six units did provide estimates for neural tube defects, five units estimated cardiac anomaly detection and severe anomalies and two units estimated renal anomalies (Table 9).

Table 9.  Monitoring of detection rates for certain conditions in Trusts.
	Unit
	a
	b
	c
	d
	e*
	f
	g
	h
	I

	neural tube defect
	E 100% spina bifida

E 75% hydrocephalus
	E 95%
	NK
	NK
	98%
	E>90%
	NK
	E 95%
	E 90%

	aneuploidy
	NK
	NK
	NK
	NK
	
	E<30%
	NK
	E10%
	E 80%

	cardiac
	E 25%
	E<50%
	NK
	NK
	30%
	E25%
	NK
	E25%
	NK

	severe
	E60-90%
	E80%
	NK
	NK
	96%
	E>90%
	NK
	E90%
	E 90%

	other
	NK
	
	NK
	
	renal 98%
	
	NK
	
	E 90%


E = estimates   NK = not known   * did not state if actual or estimated detection rate

· No unit monitored their ‘false positive’ rates (Table 10).

· The correctness of measurements (user) and accuracy of measurements (machine) was monitored each in one unit respectively (Table 10).

Table 10.  Are the following areas monitored and if so how frequently?
	
	If monitored
	Frequency for yes  answers

	detection rates for main anomalies


	4Yes

4 No 

1 did not answer
	Yearly, 

Random

When it arises

Rolling audit

	‘false positive’ rates


	6 No

3 did not answer
	

	correctness of measurements (user) 


	1 Yes 

5 No

3 did not answer
	Yearly

	accuracy of measurements              
( machine calibration) 


	1 Yes, 

5 No

3 did not answer
	6 monthly

	parents’ satisfaction with ultrasound services


	3 Yes, 

3 No

3 did not answer
	Occasionally,

Once in six years

Frequency not stated


· One unit stated it had an audit/update meeting for their obstetric ultrasound service when required.

· One unit had just completed its’ first multi professional audit for the overall results of all screening for fetal abnormalities.  No other unit carried this out.

Recommendations

· All Trusts should have a monitoring and performance management group for USS.  This group should be multidisciplinary.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                
· All Trusts should monitor their false positive and false negative rates in accordance with the RCOG’s recommendation for incident reporting of undiagnosed fetal anomaly 13.
· There should be adequate data collection to allow for auditing of the service, including detection rates, false positive and false negative results, and to allow for performance and risk management on, at least, an annual basis.

· Trusts should produce an annual performance report on their routine obstetric USS service.
General Comments from Maternity Units
· Units were also given the opportunity to describe any improvements which had been made to the service in the last three years.

· The upgrade of a number of machines (two units)

· Training and tele-linking with RJMH/RBHSC for cardiac ultrasound (four units)

· Revision of patient information leaflet (two units)

· Midwives completing stand alone ultrasound module (two units)

· Introduction of fetal ultrasound clinic for problem cases (one unit)

· Introduction of early pregnancy screening services (one unit)

· Computerised recording of data (one unit)

· Introduction of joint obstetrician and sonographer meetings (one unit)

· Units were also asked how the service could be improved.

· Upgrading of equipment and IT system (six units)

· More provision for training (four units)

· More time and  clerical staff would improve services and allow audit (three units)

· Regular audit and joint disciplinary meetings (three units)

· IT package for storage and collation of data (two units)

· Proper dedicated facilities with counselling room - separate from ill ward patients (one unit)

· Units were also asked for any further comments.  Two units replied:

· Nuchal translucency screening should be introduced into all units with the appropriate infra-structure.

· There should be more funding for ultrasound machines.

5. 
Conclusions and Recommendations
Ultrasound scanning in pregnancy in Northern Ireland has become an integral part of antenatal care. With the development of standards for fetal anomaly screening by the National Screening Committee, it is helpful to have a baseline of service provision. This survey provides a baseline of the provision of routine obstetric ultrasound services in Northern Ireland.  

The findings from the survey show that all pregnant women attending the nine maternity units which participated in the survey are offered at least two routine ultrasound scans – one at booking and one in the 2nd trimester for fetal anomaly screening.  In addition to this the majority of women are offered scans routinely in the 3rd trimester though the timing and number of these vary from unit to unit.   

The NICE 2008 Antenatal Care Guidelines, recommend a dating scan early in pregnancy between 10 weeks and 0 days to 13 weeks and 6 days, and a fetal anomaly scan between 18 weeks and 0 days and 20 weeks and 6 days gestation.  They do not recommend the routine offer of a scan in the third trimester.  The UK National Screening Committee also recommends scanning for fetal anomalies at 18-20 weeks gestation.

Although some units are scanning in the 1st trimester within the recommended gestational period there are others which are not.  No unit in Northern Ireland performs fetal anomaly scans before 20 weeks of pregnancy and the majority of scans are provided around 22 weeks gestation with three units providing scans over 22 weeks, one of whom provides scans at 24 weeks gestation.  Units should continue to work towards meeting the standards of care as outlined in the NICE 2008 Antenatal Care CG62 guidelines1.

The information provided for women to make an informed decision on whether or not to have a routine anomaly scan was variable and in most cases did not meet with regional or national guidelines.  Women for whom English is not a first language or who require the information in an alternative format are not well catered for.

Quality Assurance is an important part of all screening programmes. Part of this is the provision and maintenance of local policies and protocols to cover all areas of the screening programme.  Within these there should be clear lines of accountability and responsibility. 

The majority of units had a lead clinician and a policy/protocol for obstetric USS though there were a few exceptions.  Units did not have proper programme or performance management systems in place to quality assure the routine obstetric USS service.  Arrangements for audit and monitoring of the services were varied and inconsistent.  As no Trust produces an annual report on their obstetric USS screening programme they are unable to provide evidence on outcomes and effectiveness of the programme. 

Recommendations

The following recommendations are in line with guidelines and recommendations from national bodies and professional colleges and in keeping with the DHSSPS   ‘Quality Standards for Health and Social Care’ 200614.
Policy and Management

· All Trusts should have an agreed policy for the provision of routine ultrasound scans including the dating and fetal anomaly scan.  The policy should reflect accepted national standards and guidelines.

· All Trusts should have a protocol for the follow up and support of women with a suspected or detected anomaly including in house and tertiary centre referral with time limits stated for each.

· The ultrasound policy should be the subject of regular review within the Trust. 

· All Trusts should have an identified clinical lead for the obstetric ultrasound services and clear accountability for management of the service.

· All Trusts should have a monitoring and performance management group for USS.  This group should be multidisciplinary.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             
· Trusts should produce an annual performance report on their routine obstetric USS service.
Information and Consent

· All women should be given clear written information about the nature and purpose of the routine anomaly scan in accordance with regional and national guidelines and recommendations. It should also be clear that having a scan is the woman’s choice. Trusts should consider the use of the NSC’s patient information leaflet on the fetal anomaly scan. 
· Where possible information should be supplied in other languages and formats appropriate for the population covered.

· Women should be informed of the local detection rates for the common conditions looked for on the routine fetal anomaly scan.

· Written information on the anomaly diagnosed and details of where further information can be accessed should, where possible, be provided for women with a diagnosed anomaly.

· The woman’s consent to having a fetal anomaly scan should be documented in her notes.

Audit and monitoring

· All Trusts should keep a written report of the fetal anomaly report together with any hard copy images, computer stored images and/or video recordings which may accompany it and these must be stored for 25 years. 

· Trusts should keep an accurate account of the number of routine scans being offered and performed for the screening programme.

· There should be adequate data collection to allow for auditing of the service, including detection rates, false positive and false negative results, and to allow for performance and risk management on, at least, an annual basis.

· The consent process should be subject to regular audit.  

· All Trusts should monitor their false positive and negative rates in accordance with the RCOG’s recommendation for incident reporting of undiagnosed fetal anomaly. 

Education and training

· All professionals performing routine obstetric USS should be appropriately trained.
· All staff performing USS should have access to professional development and training that is properly supported within their Trust. 

· Training and updating should be offered to the multidisciplinary team in a way that ensures the best use of scarce resources as well as ensuring women and their partners always receive contemporaneous information about the fetal anomaly scan.

Machines and specifications

· The RCOG Working Party on Ultrasound Screening for Fetal Abnormalities (2000) states that machines used to perform a fetal structural survey demands the use of modern equipment (not more than 5  years old) of modest sophistication.  The scanner must be capable of performing the necessary measurements and should provide good image quality.  As always, regards for safety in the use of ultrasound is paramount and minimum output should be used in accordance with the ALARA principle: as low as reasonably attainable.

· Equipment performance should be regularly monitored including regular calibration for Quality Assurance purposes.  All machines should have a servicing contract.

Scans

· All women should be offered a dating scan and an anomaly scan in accordance with the NICE Routine Antenatal Care Guidelines (2008).  

· All women should be offered a fetal anomaly scan between 18 weeks and 0 days and 20 weeks and 6 days gestation in keeping with the NICE Antenatal Care guidelines and NSC policy on fetal anomaly screening. 

· Units should aim to perform USS for multiple pregnancies in accordance with the RCOG ‘Consensus Views arising from the 50th study group: multiple pregnancy. 2006.

6. 
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Appendix 1

REGIONAL ANTENATAL ULTRASOUND QUESTIONNAIRE

1. 
POLICY, PROTOCOLS and STANDARDS
1.1
Do you have a lead clinician responsible for antenatal ultrasound?             

Y/N


If Yes, who? …………………………………………………………….

1.2 Do you have an agreed written obstetric USS policy/protocol in your Unit? 












          

Y/N


If No go to question 1.8

1.3 Is the policy/protocol based on the RCOG’s Working Party 2000 recommendations for two-stage ultrasound?
          


          




Y/N

1.4 Was it developed by:



obstetricians?      





                    

Y/N



obstetric radiographers/sonographers ?


                    

Y/N
1.5
How often is the policy/protocol reviewed?     
….………………………………


1.6
Does the policy/protocol cover:

a. which women should be scanned?



         

Y/N

b. when women should be scanned?



          

Y/N

c. what structures are looked for?




          

Y/N

d. action to be taken when there is an abnormal result/finding?


Y/N

1.7   Does the policy/protocol cover USS done by:

a. obstetricians? 






          

Y/N

b. obstetric radiographers/sonographers?



         

Y/N

c. midwives?







          

Y/N

d. all?








          

Y/N

1.8 
Do the obstetric radiographers/sonographers have a separate USS 
policy/protocol?   







          




Y/N

1.9
Is there a written Trust policy setting out which professionals are authorised to perform ultrasound scans?






          

Y/N  

1.10
How many obstetric ultrasound scans were performed in your Unit last year? 








(     Actual figure    Estimate       Not known

a First trimester
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


· Dating


· Viability

· Fetal number

· Major structural Anomalies

· Chorionicity



· Other

specify……………………………










(     Actual figure    Estimate       Not known    

b Second trimester
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


· Major structural anomalies 

· Cardiac



· Uterine artery doppler


· Other

specify…………………………….







 
(     Actual figure     Estimate     Not known       

c
Third  trimester

	
	
	
	

	
	
	
	

	
	
	
	


· Fetal growth



· Low lying placenta


· Other

specify…………………………….




1.11 Who does the scans in your Unit?
 

(please tick more than one if appropriate) 






1st trimester,     2nd trimester,    3rd trimester

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Consultant obs


Midwife 

Sonographer

Radiographer

Sp R obs 

SHO obs


Staff grade obs

Other

specify…………………...........

2.
FETAL MEASUREMENTS:

2.1 Please indicate which measurements are usually taken: 
	1st trimester
	(
	2nd trimester
	(
	3rd trimester
	(

	 Crown rump length
	
	Bi-parietal diameter
	
	Bi-parietal diameter
	

	Bi-parietal diameter
	
	Occipital frontal diameter
	
	Occipital frontal diameter
	

	Nuchal translucency
	
	Head circumference
	
	Head circumference
	

	Other (please insert)
	
	Cerebral ventricles
	
	Abdominal circumference
	

	
	
	Trans Cerebellar Diameter
	
	Femur length
	

	
	
	Cisterna magna
	
	AFV
	

	
	
	Nuchal pad 
	
	Placental maturity
	

	
	
	Femur length
	
	
	

	
	
	Abdominal circumference
	
	Abdominal circumference
	


2.2
How do you measure the following? (please tick) 

	
	outer-outer
	outer-inner
	derived from BPD and OFD
	ellipse facility
	Other 

(please insert)

	BPD


	
	
	
	
	

	HC


	
	
	
	
	

	AC


	
	
	
	
	


2.3   Please indicate, by ticking, which measurements are used to determine gestational age and at which week:
	Weeks 
	8 
	9
	10
	11
	12
	13
	14
	15

	Crown rump length
	
	
	
	
	
	
	
	

	bi-parietal diameter
	
	
	
	
	
	
	
	

	head circumference
	
	
	
	
	
	
	
	

	femur length measurement
	
	
	
	
	
	
	
	

	Other (please insert)


	
	
	
	
	
	
	
	


2.4
Please indicate what fetal measurement charts/machine programmed charts are used for measuring CRL?
……………………………………………………………………………………………………………………………………………………………………………………………………
.....................................................................................................................................

3.
1ST TRIMESTER SCANS
3.1
When is this scan done?

(i) at booking but before the booking history?


          

Y/N

(ii) at booking but after the booking history?



          

Y/N

(iii) at first visit to the Unit following booking in the community?             

Y/N               

3.2
At what gestation are booking scans usually performed?
 ........…………...............

3.3
Is this scan done for:

b. Viability?


Y/N
all women offered this?
          

Y/N

c. Dating?


Y/N
all women offered this?
          

Y/N

d. Nuchal Translucency?
Y/N
all women offered this?
         

Y/N

e. Fetal number?

Y/N
all women offered this?
          

Y/N

f. Chorionicity


Y/N
all women with multiple pregnancies        




offered this?
       

          

Y/N

3.4
Does your Unit provide:

a. transabdominal scans?






          

Y/N

b. Transvaginal scans?






          

Y/N

c.  both?






           
          

Y/N 

4. 
2nd TRIMESTER SCANS

4.1
At what gestation are 2nd trimester anomaly USS carried out?        ………………….

4.2
Is the fetal anomaly scan offered to all women?



         

Y/N

If no to 3.2 when is it not offered? ………………………………………………………………………..….….………………………………………………………………........................................................................

4.3
Do you have a checklist/proforma for doing the fetal anomaly scan?
          

Y/N


If yes please forward a copy

4.4
Where are the results of the fetal anomaly scan recorded:

a. mother’s notes?






         

Y/N

b. in the Unit?






         

Y/N       

 

By manual/computer system (please delete as appropriate)
4.5
Please indicate below what structures are routinely scanned for:

	head shape and internal structures
	

	cavum pellucidum
	

	Cerebellum
	

	Cisterna magna
	

	ventricular size at atrium
	

	spine – transverse

spine – coronal

spine - longitudinal
	

	abdominal shape and content at level of stomach
	

	abdominal shape and content at level of kidneys and umbilicus
cord insertion
	

	renal pelvis
bladder
	

	longitudinal axis: abdominal-thoracic appearance
diaphragm
	

	thorax at level of 4 chamber cardiac view
	

	arms: 3 bones and hand (not counting fingers)
	

	legs: 3 bones and foot (not counting toes)
	

	cardiac outflow tracts
	

	5 views of heart from abdominal situs
	

	face and lips
profile
	

	nasal bone
orbits
	

	Placental site
	

	Other (please insert)


	


4.6 Do you have a policy/protocol for the management of a suspected/diagnosed abnormality seen on USS?






         

Y/N

4.7
If a suspected/diagnosed abnormality is seen on the scan, what is the process for informing the woman and obtaining support from the maternity department?
…………………………………………………………………………………………..…………………………………………………………………………………………..…………………………………………………………………………………………..…………………………………………………………………………………………..…………………………………………………………………………………………..…………………………………………………………………………………………..………………………………………………………………………………………………………………………………………………….

4.8
Who informs the woman?


       ……………………………………..
4.9
 Does your policy/protocol state the acceptable length of time for: 

a. in house referral following an abnormal scan result?
          

Y/N


If yes how long?


……………………………....

b. referral to another Unit following an abnormal scan result?
         

Y/N


If yes how long?


…………………..…………..

4.10
Do you have a written policy for the follow up of dilated renal pelvis?        

Y/N

4.11
Does this policy cover:

a.
Pre-delivery?
         
                    


Y/N

b.
Post delivery?

          


Y/N

4.12 What is the upper normal renal dilatation cut off at the anomaly USS? …………………………………………………………………………………….……………


…………………………………………………………………………………………………

Soft Markers 

4.13
Is the presence of ‘soft markers’ included in the formal report?
          

Y/N
If yes, which markers are recorded on the report form (please tick)
	Sonographic marker of aneuploidy
	YES
	NO
	CRITERIA e.g. >= 5mm

	Choroid plexus cyst
	 
	 
	 

	Ventriculomegaly
	 
	 
	 

	Echogenic bowel
	 
	 
	 

	Head shape
	 
	 
	 

	Nuchal fold
	 
	 
	 

	Cisterna magna
	 
	 
	 

	Echogenic foci in heart
	 
	 
	 

	Dilated renal pelvis
	 
	 
	 

	Short femur
	 
	 
	 

	Short humerus
	 
	 
	 

	Sandal gap
	 
	 
	 

	Clinodactyly
	 
	 
	 

	Clenched hand
	 
	 
	 

	Two-vessel cord
	 
	 
	 

	Cleft lip
	 
	 
	 


4.14
Are single markers reported on?





          

Y/N

4.15
Are single markers referred for further follow up?

                     

Y/N
4.16
Which markers are women informed about by your department?  (please list)
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
AFP Levels 

4.17
If serum screening for Down Syndrome has been undertaken what happens if the AFP levels are raised (above 2.5 MoM’s)?





……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….

4.18
Is the sonographer informed by noting the raised AFP level on the request form (or similar process) prior to the fetal anomaly scan?

          


Y/N
Twin pregnancies

4.19
For twin pregnancies, what are the upper and lower gestational limits for assessing chorionicity?







Upper
 ………………………………






Lower
 ………………………………
4.20
If there is uncertainty about the chorionicity what action is taken?

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

4.21
Is the ultrasound policy different for monochorionic and dichorionic

 twins?








          

Y/N
4.22
Do you offer serial scanning?




a.
Monochorionic





         

Y/N





b.
Dichorionic






         

Y/N
4.23

If yes to 4.22 a. and or b.
	 
	Monochorionic
	Dichorionic

	from what gestation?
	 
	 

	how frequently?
	 
	 


5.
3rd TRIMESTER SCANS
5.1
Do you routinely offer third trimester scans?



          

Y/N

5.2
Do you have a written protocol for when to perform third trimester scans?  

Y/N

5.3
Are third trimester scans offered to all women?



          

Y/N

5.4
At what stage are third trimester scans offered to women? ……………………………………………………........................................................................................................................................................................................................

Fetal charts

5.5
Please give details of fetal growth charts used, including their source  

(please tick more than one if appropriate)
	Fetal size chart
	(
	Source
	Don’t know 

	CRL
	
	
	

	BPD
	
	
	

	HC
	
	
	

	AC
	
	
	

	FL
	
	
	


5.6
Do you use the same fetal growth charts for multiple and singleton pregnancies?







          




Y/N

5.7 
Do you use different charts for different ethnic groups?

          

Y/N
If yes, please give details
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Estimation of fetal weight

5.8
Please indicate whether you routinely estimate fetal weight using: 

(please tick more than one if appropriate)




bi-parietal diameter 


abdominal circumference


head circumference


 femur length



5.9 Please give details of which normogram you use for plotting fetal weight versus estimated gestation?
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Placental site
5.10
Do you assess placental location at a second trimester anomaly scan?










          


Y/N
5.11
If it is low lying in the second trimester, do you recall for a scan later in the pregnancy?


Yes          
No 

Only if placenta covers internal Os 

If yes, at what gestation?


………………………………………...
5.12
Do you offer vaginal USS for placental location in the 2nd/3rd trimester?

Y/N

6.
Information and Documentation

6.1
Is any written information about the USS given to women before their scan?  

 









          

Y/N 

 If yes please forward this written information?
6.2
Is this information available in other languages?


          

Y/N

6.3
Is this information available in other formats?



         

Y/N

6.4
Is any written information given to the woman by your department when a fetal abnormality is suspected?  





          

Y/N
If yes please forward a copy of the written information

6.5
Is written information available in languages other then English?
 Y/N

6.6
Is information available in other formats?
Y/N
6.7
How is consent to the scan gained?


Written?

          
Y/N









Verbal?
                    
Y/N

6.8
If verbal consent, is it recorded in the notes?





Y/N

6.9
Are women told the sex of the baby?


Y/N

6.10
Is there a written policy for disclosing the sex of the baby?
     
Y/N


If yes, what is the policy? ………………………………….……………………………………………………….…………………………………………………………………………………………..…………………………………………………………………………………………..…………………………………………………………………………………………………………………………..
7.
MANAGEMENT ARRANGEMENTS 
7.1 Do you have a separate obstetric ultrasound department/clinic in your Unit? 








  
         


Y/N

7.2 
Who has overall responsibility of obstetric ultrasound in your Unit?

………………..………………………………………………………………………………………………………………………………………………………………………………….....
Staff  
7.3
Which professionals usually undertake scans in your hospital?     (please tick)
	
	Early pregnancy dating 
	Approx number  

per year 
	Nuchal translucency scan
	Approx number  per year 
	Second trimester Anomaly scan 
	Approx number  per year 

	Consultant Obstetrician 
	
	
	
	Approximate number 
	
	

	Consultant medical staff 

Special interest in advanced USS
	
	
	
	Approximate number 
	
	

	Staff grade in obstetrics

	
	
	
	Approximate number 
	
	

	Sp R in obstetrics
Special interest trained
	
	
	
	Approximate number 
	
	

	Radiologist


	
	
	
	Approximate number 
	
	

	Sonographer with DMU or equivalent


	
	
	
	Approximate number 
	
	

	Sonographer


	
	
	
	Approximate number 
	
	

	Midwife


	
	
	
	Approximate number 
	
	

	Midwife sonographers


	
	
	
	Approximate number 
	
	

	Other (please specify)


	
	
	
	Approximate number 
	
	


7.4
Do you have dedicated clerical time to support obstetric USS services?     

Y/N


If yes how many hours? 


         ……………………………………
7.5
Does your Trust currently have any vacant posts for sonographers?           

Y/N

If yes, how many whole time equivalents? ……………………………………………………………………………………….
7.6
How many medical staff have the RCOG/RCR Diploma in Obstetric     
            
Ultrasound?

Consultant Obstetricians


…………………………….

Sp R in Obstetrics



…………………………….

Others




……………………………..

Please specify



……………………………..

7.7
How many Sonographers have a CASE approved qualification in Obstetric Ultrasound?

Sonographer




……………………………..

Radiographer



……………………………..

7.8
How many midwives hold the stand alone module for Ultrasound?

……………………………

8.
EDUCATION AND TRAINING
8.1
Does your Trust provide approved Consortium for the Accreditation of Sonographic Education (CASE) training?

               
         


 
Y/N

If yes, in which sub specialties of ultrasound?
……………………………………………………………………………………………………………………………………………………………………………………
8.2
Does your Trust provide the RCOG/RCR Advanced Certificate of Ultrasound Training (known as the Diploma)?





         
          
 
Y/N
If yes, how many sessions per week are recognised?
……………………………………………………………………………………………………………………………………………………………………………………………………
8.3
Does your Trust have a preceptor for Special Skills Modular training in fetal medicine?








     
    
Y/N
8.4
Does your Trust offer the postgraduate in Medical Ultrasound or equivalent training?








    

     
Y/N
If yes, for how many sonographers at a time?

……...…………………………………………………………………………………………………………………………………………………………………………………………...
8.5
Do you have a CPD programme for Obstetric Ultrasound?

          

Y/N




For medical staff?





          

Y/N




For radiographers/sonographers?



          

Y/N


If yes please supply a copy of your last years CPD programme related to Obstetric Ultrasound.

8.6
 Is training/updates mandatory before scanning can be performed?
          

Y/N




For medical staff?





         

Y/N




For radiographers/sonographers?



          

Y/N

8.7
How often do staff receive training/updates on scanning? ………………………………………………………………………………………………………

8.8
Is a record kept of which staff attend training/updates?
       
         

Y/N

8.9
Do staff have any difficulty in accessing training?


          

Y/N

Team Working 
8.10
Do you have regular multi professional interdepartmental meetings (e.g. sonographers, midwives and obstetricians) to discuss specific ultrasound cases?







                     



Y/N
If yes, how often do they take place?



…………………………………………………………………………………….
If yes, who usually attends? (please tick more than one if appropriate)


obstetricians

         radiologists
   
      sonographers



midwives


other (Please specify)……………………
8.11
Are minutes/notes of the meeting kept?
 


                     

Y/N

9.
 MACHINES AND FACILITIES 

9.1
Do you have a room available in your department for counselling women who

have an abnormal scan?






          

Y/N
Ultrasound Machines  
9.2
Please list all the ultrasound machines that are in use for antenatal ultrasound examinations in your Trust.  If you have this information on a separate sheet e.g. from an equipment inventory, please copy and attach.

	Machine

Make and Model


	Location
	Date of Purchase 
	Is there a maintenance contract?
	Is there a regular 

calibration

program?
	What type of scans is the machine used for?



	
	
	
	
	
	Dating

scan
	Nuchal

Translucency
	Anomaly

scan

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


10.
 AUDIT AND MONITORING
10.1
Does your Unit produce an annual obstetric USS report?

          

Y/N


If Yes can you please forward a copy?

10.2
Is there a local obstetric USS monitoring/performance group in your Trust?
          









          


Y/N

If yes how often does it meet?
…………………………………..............................

10.3 How do you monitor your ultrasound screening service?  ……………………………………………………………………………………………………………………………………………………………………………………………………


…………………………………………………………………………………………………

Please indicate if the following areas are monitored and how often:

	
	monitored
	Frequency

	detection rates for main anomalies


	Y/N
	

	‘false positive’ rates


	Y/N
	

	correctness of measurements (user) 


	Y/N
	

	accuracy of measurements ( machine calibration) 


	Y/N
	

	parents’ satisfaction with ultrasound services


	Y/N
	


10.4
Are there regular audit/update meetings in place for your obstetric ultrasound service?








          

Y/N
10.5
Are sonographers/radiographers included?


  
          

Y/N
10.6
What are the detection rates in your unit for the following conditions?

(please indicate whether this is an estimate)

	
	Estimate?
	% detection rate
	Not known

	
	Yes
	No
	
	

	neural tube defects
	 
	 
	 
	 

	Aneuploidy
	 
	 
	 
	 

	cardiac abnormalities
	 
	 
	 
	 

	severe abnormalities
	 
	 
	 
	 

	other
	 
	 
	 
	 


10.7
Is there a regular multi professional audit of the overall results of all screening

for fetal abnormalities?






          

Y/N

 If yes, please state how often this is undertaken?
 
………………………………………………………………………………………….. 
…………………………………………………………………………………………..  
10.8  Please describe any improvements which have been made to your service in the last 3 years.

10.9 How could the service be improved?

10.10  Any further comments you would like to make?

Please provide the details of staff involved in completing the questionnaire.

	NAME 
	POSITION HELD

	
	

	
	

	
	

	
	

	
	


Thank you for your time and effort.
Appendix 2

Medical & Allied Branch

Dr Margaret Boyle
	
	Room C3.12

Castle Buildings

Stormont  BELFAST  BT4 3SQ

Tel:  028 90520713

Fax: 028 90520718

Email: margaret.boyle2@dhsspsni.gov.uk

Your Ref:
     
Our Ref:
MB72-06

Date:

20 June 2006




Dear 

Ultrasound screening for fetal anomalies has become an integral part of antenatal care.  The implementation and offer of an ultrasound scan was supported by the NICE clinical guidance of 2003 and more recently by the National Screening Committee.

The National Screening Committee has established a Fetal Anomaly Steering Group to develop standards for fetal anomaly ultrasound screening.  The programme of work will also encompass uniform patient information; standards for staff to work to; assessment of machinery for fitness of purpose; audit and monitoring tools to assess the service and its effectiveness; and produce reports to inform on future service developments.

An Ultrasound survey was undertaken in 2002 in England and published April 2005 (available www.screening.nhs.uk/fetalanomaly/home.htm ).  In 2004 Wales carried out a similar survey to assess their service provision.  The Department of Health, Social Services and Public Safety has decided to undertake a similar survey of ultrasound screening for fetal anomalies in Northern Ireland. 

This survey is in the format of a questionnaire.  Mr David Sim and Dr Dan McKenna were nominated by the Speciality Advisory Committee in O & G to assist in the development of this questionnaire.

You have been nominated in your Trust as the clinician who will take the lead for completing the questionnaire.  We would ask that you consult with your obstetric, midwifery and radiography colleagues when completing it.

A report of the findings will be produced.  It is hoped that the information gained from the survey will give a baseline of the current service provision in Northern Ireland and help inform the setting of regional standards.

Please return the completed questionnaire to the Department at the above address by 28 July 2006.

I look forward to your support and assistance with this survey.

Yours sincerely

DR MARGARET BOYLE
Senior Medical Officer
Sp R in obstetrics





Cons obstetrician





Other*





Two





One








None


            Number of medical staff





U   5





N   4





I    3





T   2





S   1





0





Medical Staff with an RCOG/RCR Diploma





Action to follow





are looked for





What structures





When to scan





Who to scan





no





yes





no





yes





no





yes





no





yes





9





8





7





6





5





4





3





2





1





0





Does the Policy Cover?





No answer





Infrequently





Unsure





Once in 6 yrs





Yearly





2





1





1





1





3





How often is the Policy Reviewed?
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